172
 KRYTHKMA
 [vol. v
 
Morbid
anatomy
Clinical
picture
General
symptoms
Skin lesions
Diagnosis
Treatment
 U is thought by many to he a variety of erythema nuiltiforme, though
anomalous because the lesions arc of u solitary and constant type.
There arc many recent references in the literature to its association with
tuberculosis, and some authorities regard it as essentially a tuberculous
manifestation. Goldsmith from a review of the evidence concluded that,
although a tuberculous infection predisposed to erythema nodosum,
the eruption was not essentially a tuberculous manifestation. Similar
eruptions are seen in acute fevers and especially with streptococcal
infections (I'orman) and have followed the ingestion of drugs, notably
iodides, bromides, and anlipyrin. Moreover, Sequel ra reported that 20
per cent of his cases of erythema nodosum were associated with rheu-
matic fever, so that the only common factor in these associations is a
toxie one, and a specific infective cause is improbable.
Like erythema multiformc the disease is more common in the spring and
autumn; females between ten and thirty arc most commonly allcctcd.
The morbid anatomy is essentially similar to that of erythema multi-
forme, but the whole thickness of the skin and subcutaneous tissues is
involved. Cellular infiltration and exudation arc more prominent, and
red blood cells or actual haemorrhages are also often present, the latter
accounting for the staining apt to mark the site of resolved lesions.
The onset of the eruption is preceded by malaise, gastro-inlcslinal dis-
turbances, fever, and joint pains of the rheumatic type. These symptoms
may be slight or more rarely severe with hyperpyrexia, rigors, and
delirium. The eruption is symmetrical and appears abruptly, most often
about the middle of the legs, over the anterior tibial muscles, occasion-
ally below the elbows, and rarely on the thighs, upper arms, and face.
The skin lesions arc acute inflammations, being red, swollen, hot, pain-
ful, and very tender to touch; they arc oval or round, slightly dome-
shaped with a tense shiny surface, and the induration indicates the
depth of infiltration. Evolution is rapid, and in twelve to twenty-four
hours the colour may be fading and the tenseness gone, but the node
can be seen and felt for a week or more, and some staining and slight
desquamation mark the site for several weeks. New erops may appear
and prolong the disease, Ulceration never occurs, and eventually
nothing remains to bear witness to the attack. Recurrences are rare.
Diagnosis is easy as a rule. The symmetry rules out acute local infec-
tion, such as erysipelas, cellulitis, or abscess, and at the same time the
acute inflammation distinguishes it from the granulomas. Erythema
induratum (seep. 165) is chronic, relatively painless, and often ulcerated.
Complete rest with the diet and nursing of a fever are advisable.
Quinine, aspirin, salicin, and alkalis may be useful. Local measures are
limited to the application of such cooling lotions as lead lotion or a
2 per cent solution of aluminium acetate.
(/) Erythema associated with Pellagra and fink Disease
Some localized erythemas presumably of toxic origin are fairly char-
acteristic of definite diseases, two well-known examples being pellagra

